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Abstract 
Cognitive models propose that obsessive-compulsive (OC) symptoms are maintained by 
maladaptive (obsessive) beliefs that give rise to anxiety and compulsive urges. Previous research, 
however, has found inconsistent relationships between obsessive beliefs and OC symptoms, and 
authors have called for further research to elucidate these associations. In addition, minimal 
research has examined the relationship between domains of anxiety sensitivity (AS) and OC 
symptoms. Accordingly, the present study examined the associations among OC symptom 
dimensions, obsessive beliefs, and AS domains using the most up-to-date measures of these 
constructs. The study included 699 undergraduate student volunteers who completed the 
Dimensional Obsessive-Compulsive Scale, Anxiety Sensitivity Index—3rd version, the 
Obsessive Beliefs Questionnaire, and the Depression Anxiety Stress Scale. Measures were 
aggregated from multiple web surveys. Regression analyses revealed that obsessive beliefs and 
anxiety sensitivity domains significantly predicted OC symptom dimensions above and beyond 
general distress, and that specific obsessive beliefs and anxiety sensitivity domains were 
uniquely associated with individual OC dimensions. The pattern of findings was generally 
consistent with what would be predicted from the cognitive model. Furthermore, the results 
provide preliminary evidence that such symptoms can be understood as unique dimensions of 
obsessions and compulsions with different cognitive and affective processes. Future studies 
should continue to examine these relationships in clinical OCD samples. The specific study 
findings as well as their implications for theory and for treatment programs, as tailored to address 
the heterogeneity of OCD, will be discussed.  
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Predicting Obsessive-Compulsive Symptom Dimensions from Obsessive Beliefs and Anxiety 
Sensitivity 
 
Obsessive-compulsive disorder (OCD) is a heterogeneous condition characterized by 
repetitive unwanted thoughts, images, or impulses (i.e. obsessions) that are anxiety provoking, as 
well as efforts to resist or neutralize obsessional anxiety through avoidance behavior and/or overt 
or covert actions (i.e. compulsions; American Psychiatric Association [APA], 2013). Obsessions 
and compulsions are diverse, idiosyncratic, and multidimensional (Abramowitz et al., 2010). For 
example, a woman with OCD who is scared of contamination (i.e. contracting a disease) may 
take daily showers that are 3 hours long in order to feel safe. Quite differently, a man also 
diagnosed with OCD might have unwanted obsessional fears of harming a loved one. Therefore 
he may engage in avoidance, such as coming home late or ritualistically singing a song whenever 
a “mean” thought occurs in his mind (i.e. neutralizing).  
It is common for OCD patients to have different symptoms that take form in various 
ways (Mataix-Cols, Conceição do Rosario-Campos, & Leckman, 2005). Differing from the 
previous symptom models, empirical evidence suggests that obsessions and compulsions can be 
grouped into four symptom dimensions, including: (a) contamination-related obsessions and 
cleaning rituals, (b) obsessions about responsibility for causing harm or making a mistake and 
checking compulsions, (c) unacceptable obsessional thoughts concerning religion, sex, and 
violence as well as covert mental rituals and neutralizing strategies (e.g. thought replacement), 
and (c) obsessions about “incompleteness” and need for symmetry/exactness and ordering 
compulsions (Abramowitz et al., 2010). 
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Although the precise etiology of OCD is unknown, within the framework of the 
cognitive-behavioral model, maladaptive cognitive distortions (i.e. erroneous beliefs and 
interpretations) are considered the cause of emotional and behavioral symptoms (Beck, 1976). 
The Obsessive-Compulsive Cognitions Working Group developed a self-report assessment 
instrument, the Obsessive Beliefs Questionnaire (OBQ-87; OCCWG, 2001), to measure 
cognitions related to OCD (so-called “obsessive beliefs”). The Obsessive Beliefs Questionnaire 
was later condensed with factor analysis into a 44-item scale that evaluates beliefs in three 
domains (OBQ-44; OCCWG, 2005): (a) inflated responsibility and tendency to overestimate 
threat, (b) the need for perfectionism and certainty, and (c) the overemphasis and need for 
control of thoughts.  
Given the heterogeneity of OCD, cognitive-behavioral theorists have begun developing 
more specific models to explain each symptom dimension. Accordingly, researchers have 
considered that relatively specific belief domains might relate to each symptom dimension. 
Tolin, Worhunsky, and Maltby (2006) argued that an explicit pattern between symptoms and 
beliefs is demonstrated if three criteria are met: (a) generality: all variations of OCD are related 
to some form of obsessive beliefs, (b) congruence: different obsessive beliefs are associated with 
different symptoms of OCD in a conceptually meaningful way, and (c) specificity: OCD patients 
experience obsessive beliefs more strongly than people with other anxiety disorders. In the 
following study, we aim to assess the unique contributions of cognitive predictors, such as 
obsessive beliefs, on each OC symptom dimension beyond general distress.  Clarifying the 
associations between OC symptoms and cognitions can help aid the development of more 
specific cognitive-behavioral models and effective interventions for individual OCD symptom 
presentations.   
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Indeed, numerous clinical (Julien, O’Connor, Aardema, & Todorov, 2006; OCCWG, 
2005; Tolin, Brady, & Hannan, 2008) and nonclinical investigations (Tolin, Woods, & 
Abramowitz, 2003) have studied the relationship between obsessive beliefs and OCD symptoms.  
The findings have provided only mixed support for the generality, congruence, and specificity 
criteria. After controlling for anxiety, checking symptoms have been associated with 
perfectionism and certainty in clinical populations (Julien et al., 2006; OCCWG, 2005), although 
inconsistently (Tolin et al., 2008). In a non-clinical sample, overestimation of threat was 
associated with checking behaviors (Tolin et al., 2003). Overestimation of threat and 
responsibility was also related to washing across many studies (OCCWG, 2005; Tolin et al., 
2003; Tolin et al., 2008) but not all (Julien et al., 2006). Nevertheless, ordering and precision 
have been consistently related to perfectionism and certainty (Julien et al., 2006; OCCWG, 2005; 
Tolin et al., 2003; Tolin et al., 2008). Similarly, beliefs that thoughts are important and need to 
be controlled have been associated with unacceptable obsessions about taboo topics such as sex, 
blasphemy, and committing violence (e.g., Julien et al., 2006; Tolin et al., 2003, Tolin et al., 
2008). Nevertheless, in Tolin et al. (2006), after controlling for general anxiety, there was no 
difference in obsessive-beliefs subscales across the OCD, anxious control, and a non-clinical 
control groups, weakening the claim of the specificity criterion.  
The mixed results as briefly described above may originate in the operationalization of 
obsessive-compulsive (OC) symptoms. For example, instruments such as the Obsessive-
Compulsive Inventory- Revised (OCI-R; Foa et al., 2002), the Yale-Brown Obsessive 
Compulsive Scale (YBOCS; Goodman et al., 1989), and the Anxiety Disorders Interview 
Schedule for DSM-IV (ADIS-IV; Nardo, Brown, & Barlow; 1994) conceptualize obsessions and 
compulsions as discrete phenomena that are independent of each other. Yet, OC symptoms occur 
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on a continuum with normal behaviors, and obsessions and compulsions are conceptually linked 
to one another. Therefore, OC symptoms are observed in both clinical and non-clinical 
populations with varying severity.  Thus, these measures do not align with the current notions of 
the structural components of OCD. Studying symptom dimensions that include both obsessions 
and compulsions is the most conceptually accurate way to capture the diversity and the authentic 
form of OCD. 
The Dimensional Obsessive Compulsive Scale (Abramowitz et al., 2010) measures the 
four symptom dimensions as earlier described and incorporates obsessions and compulsions 
within each dimension. This scale makes it possible to examine the aforementioned symptom 
dimensions and their associations with obsessive beliefs. Using an undergraduate sample, 
Wheaton, Abramowitz, Berman, Riemann, and Hale (2010) used this measure to examine how 
OC symptoms relate to obsessive beliefs and found that (a) the contamination dimension was 
associated with responsibility and threat overestimation, (b) the responsibility for harm symptom 
dimension was also associated with responsibility and threat overestimation beliefs, (c) the 
unacceptable thoughts dimension was associated with importance/control of thoughts, and (d) the 
symmetry dimension was associated with perfectionism/certainty-related beliefs. The results are 
consistent with current understandings of the underlying mechanisms of OC symptoms. 
Contamination is related to threat overestimation; for example, compared to a low contamination 
group, people high on contamination symptoms were able to generate more potential harms and 
less safety information in a threat situation (Olatunji, Connolly, Lohr, & Elwood, 2008). 
Similarly, obsessive thoughts related to preventing harm to others are associated with harm 
avoidance (e.g. responsibility/threat overestimation; Ecker & Gönner, 2008). Differently, higher 
unacceptable/taboo thoughts are correlated with a high percentage of importance of control of 
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thoughts ratings and subsequently mental rituals (Brakoulias et al., 2013). Finally, 
incompleteness is related to symptoms of symmetry/ordering (Ecker & Gönner, 2008), which 
may lead to concerns of imperfection.  
To address specificity, Viar et al. (2011) compared individuals with OCD and generalized 
anxiety disorder (GAD), finding that the degree of obsessive beliefs did not differ between 
people with these two conditions. This result suggests that the relationship between obsessive 
beliefs and OC symptom dimensions could be explained by psychopathology and anxiety in 
general, rather than specifically the cognitive-behavioral mechanisms of OCD.  
The inconsistent findings and early research with OC dimensional measures suggest that 
the relationship between OC symptoms and obsessive beliefs needs to be further explored, 
especially in the context of the specificity criterion. However, investigations studying the 
relationship between OC symptom dimensions and obsessive beliefs reveal that obsessive beliefs 
cannot fully account for the variance in OC symptoms, especially contamination symptoms 
(Wheaton et al., 2010). For that reason, other cognitive constructs should be examined in 
conjunction with obsessive beliefs. Anxiety sensitivity (AS; Reiss & McNally, 1985) is the 
inclination to fear the bodily sensations accompanying anxious arousal due to the perceived 
social, cognitive, or physical consequences (e.g. the belief that heavy breathing foretells a heart 
attack). Previous studies have found that physical AS concerns (i.e. the fear of physical 
catastrophe or respiratory symptoms) are associated with health anxiety and panic-related 
phenomena; the social dimension of AS (i.e. fear of publicly observable anxious symptoms) is 
associated with social anxiety and fear of negative evaluation; and the cognitive AS concerns 
(i.e. fear of cognitive dyscontrol) are associated with general distress and depressive symptoms 
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(e.g., Deacon & Abramowitz, 2006; McWilliams, Stewart, & MacPherson, 2000; Rector, 
Szacun-Shimizu, Leybman, 2007).  
AS is a key cognitive process across a variety of anxiety disorders (Taylor, 1999). 
However, little research has explored the relationship between dimensions of AS and OCD, and 
even fewer studies utilized dimensional constructs of OC symptoms. Calamari, Rector, 
Woodard, Cohen, and Chik (2008) conducted an early study exploring the relationships among 
AS, OC symptoms, and obsessive beliefs. OC symptoms were not significantly related to 
obsessive belief subscales but were moderately correlated to AS subscales (Calamari et al. 2008). 
The study was limited by its use of a non-dimensional measure of OCD symptoms and the 
original measures of ASI. Controlling for obsessive beliefs, Wheaton et al. (2012) examined the 
relationship between AS and OC symptom dimensions in a large undergraduate sample and 
found that (a) AS physical and cognitive concerns were associated with two OC symptom 
dimensions: responsibility for harm and symmetry, (b) AS physical concerns alone were related 
to OC contamination symptoms, and (c) AS social concerns and cognitive concerns were 
associated with unacceptable thoughts.  
The aforementioned patterns of AS and OC symptom dimension have theoretical support. 
A person with responsibility for harm OC symptoms may engage in thought suppression rituals, 
even though such practices paradoxically increase the presence of unwanted thoughts. OCD 
patients tend to attribute this cognitive dyscontrol to personal weakness (Tolin, Abramowitz, 
Hamlin, Foa, & Synodi, 2002). Wheaton et al. (2012) postulated that the general feeling of “out 
of control” in responsibility for harm symptoms might translate to physical AS concerns because 
a person may fear they will physically harm someone. Furthermore, symptoms of symmetry, 
such as ordering and arrangement, are related to the cognitive discomfort of the “not just right” 
PREDICTING OC SYMPTOMS! 10 
experience or sense of "incompleteness" (Coles, Frost, Heimerg, Rheume, 2003; Summers, 
Fitch, & Cougle, 2014). Perhaps the heightened urge to counteract the asymmetry manifests in 
feelings of bodily misalignment and cognitive dyscontrol. Additionally, Rachman (2004) 
explains that people with contamination obsessions fear contracting a disease from pollutants, 
which are usually envisioned as physical. The physical symptoms of anxiety (e.g. chest pain, 
short breathe) may be catastrophically misinterpreted as markers of illness, as indicated in the 
similar cognitive biases among hypochondriasis and OCD (Deacon & Abramowitz, 2008). 
Finally, symptoms of unacceptable thoughts (e.g. pertaining to sexual, violent, or religious 
themes) are associated with covert actions to suppress OC thoughts and to avoid public 
embarrassment or danger (Purdon, 2008); thus, their association with cognitive and social AS 
concerns is reasonable.  
More research should be conducted in order to study the concurrent relationships among 
multiple cognitive constructs and OC symptoms using the most widely accepted measures. As 
such, researchers have called for further study of maladaptive beliefs and underexplored 
cognitive-affective vulnerabilities, including AS (Calkins, Berman, & Wilhem, 2013). The 
present study will therefore explore the associations among OC symptom dimensions, obsessive 
beliefs, and AS domains using the most up-to-date measures. On the basis of Wheaton et al. 
(2010) and Wheaton et al. (2012), we hypothesized associations among (a) contamination OC 
symptoms, responsibility and threat overestimation, and physical AS concerns; (b) responsibility 
for harm OC symptoms, responsibility and threat overestimation, and physical and cognitive AS 
concerns;  (c) unacceptable thoughts, importance/control of thoughts, and social and cognitive 
AS concerns; and (d) symmetry OC symptoms, perfectionism/certainty-related beliefs, and 
physical and cognitive AS concerns. Table 1 depicts the described hypotheses among OC 
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symptoms, obsessive beliefs, and anxiety sensitivity domains. To control for general distress, the 
Depression Anxiety Stress Scale (DASS; Lovibond & Lovibond, 1995) will be included in the 
analyses. Moreover, to address the specificity hypothesis, we included the Social Phobia 
Inventory (SPIN; Connor et al., 2000) as a measure of social phobia symptoms and targeted 
anxiety. As such, we did not expect obsessive beliefs to be associated with social phobia. We 
examined our hypotheses using a nonclinical sample. The use of such a sample as an analogue 
for clinical levels of OC symptoms is based on the assumptions that (a) obsessional and 
compulsive phenomena are prevalent in both clinical and non-clinical populations, (b) obsessions 
and compulsions are thematically similar across both populations, and (c) obsessions and 
compulsions are associated with the same developmental and maintenance factors in clinical and 
nonclinical individuals. Research to date demonstrates that these assumptions have all been met 
(e.g., Abramowitz et al., 2014).  
 
Method 
Participants 
The present study included 699 undergraduate psychology students at the University of 
North Carolina at Chapel Hill (UNC-CH) who had participated in web survey studies for course 
credit between 2009 and 2014. The present investigation pooled data from across four different 
survey studies.  The only inclusion criteria were enrollment in Introductory Psychology at UNC-
CH, ability to read and respond in English, and willingness to provide electronic consent to 
participate. No individuals completed the survey more than once. The sample was mostly female 
(n = 478; 68.4%) with a mean age of 19.72 years (SD = 2.82, range 17 to 47).  The majority of 
participants identified as White (n = 502; 71.6%), with 11.7% identifying as African American 
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or Black (n = 82), 9.1% identifying as Asian (n = 64), 4.1% identifying as Latino or Hispanic (n 
= 29), and 3.1% identifying with another racial/ethnic group (n = 22). 
Measures 
  Anxiety Sensitivity Index-3 (ASI-3; Taylor et al., 2007).  The ASI-3 (derived from the 
original ASI; Reiss, Peterson, Taylor, Schmidt, & Weems, 2008) is an 18-item measure of 
beliefs regarding the feared consequences of symptoms associated with anxious arousal. The 
ASI-3 contains three empirically supported subscales relating to fears of physical symptoms 
(e.g., “it scares me when my heart beats rapidly”), fears of cognitive dyscontrol (e.g., “it scares 
me when I am unable to keep my mind on a task”), and fears of social concerns (e.g., “it scares 
me when I blush in front of other people”).  Participants rate their agreement with these 
statements on a 0 (very little) to 4 (very much) scale. Subscale scores are calculated by summing 
the 6 related items. The ASI-3 has demonstrated a replicable three-factor structure with good 
internal consistency, convergent validity, discriminant validity, and criterion-related validity in 
previous research (Taylor et al., 2007). In the present sample, the ASI-3 subscales had a 
Cronbach’s alpha between .79 and .88. 
  Depression Anxiety Stress Scales-21 (DASS-21; Antony et al., 1998).  The DASS-21 
is a short-form version of the 42-item DASS (Lovibond & Lovibond, 1995) that assesses 
subjective distress over the past week along three subscales: depression, anxiety, and stress.  
Participants rate how each of the 21 statements (e.g., “I found it difficult to relax”) apply to them 
on a 0 (rarely) to 4 (very much, or most of the time) scale.  The final score is a sum of the item 
responses. The DASS-21 has demonstrated good reliability and construct validity in both clinical 
and non-clinical samples (Henry & Crawford, 2005; Page, Hooke, and Morrison, 2007).  In the 
present study, the DASS had a Cronbach’s alpha of  .91. 
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 Dimensional Obsessive-Compulsive Scale (DOCS; Abramowitz et al., 2010). The 
DOCS is a 20-item self-report measure that assesses OC symptom severity across the four most 
empirically supported symptom dimensions: contamination, responsibility for harm and 
mistakes, unacceptable (repugnant) thoughts, and symmetry/the need for things to be “just right.” 
Within each of the four dimensions (subscales), five items are rated on a 5 point Likert scale to 
assess: (1) time occupied by obsessions and compulsions, (2) avoidance behaviors, (3) associated 
distress, (4) functional interference, and (5) difficulty disregarding the obsessions and refraining 
from the compulsions over the past month. The five items within a subscale are summed. The 
DOCS converges well with other measures of OC symptoms and has excellent psychometric 
properties (Abramowitz et al., 2010). The DOCS subscales have a Cronbach’s alpha between .82 
and .89 in the present sample.  
 Obsessive Beliefs Questionnaire (OBQ; Obsessive Compulsive Cognitions Working 
Group [OCCWG], 2005). The OBQ, a 44-item self-report instrument, measures dysfunctional 
(“obsessive”) beliefs thought to contribute to the escalation of normal intrusive thoughts into 
clinical obsessions. It contains three subscales that assess three empirically supported domains of 
obsessive beliefs: (a) responsibility and threat overestimation (OBQ-RT), (b) importance and 
control of intrusive thoughts (OBQ-ICT), and (c) perfectionism and need for certainty (OBQ-
PC).  The instrument has good validity, internal consistency, and test-retest reliability (OCCWG, 
2005) with a Cronbach’s alpha of  .88 to .90 to in the present sample. 
 Social Phobia Inventory (SPIN; Connor et al., 2000). The SPIN is a 17-item self-report 
measure that assesses the fear, avoidance, and distress associated with the physical symptoms of 
social phobia. Individuals respond to questions regarding how much they are bothered by 
particular symptoms during the past week. Each item is measured on a 5-point Likert scale, 
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ranging from 0 (not at all) to 4 (extremely). Items are summed to arrive at total score. The SPIN 
has good internal consistency and discriminant validity (Connor et al., 2000). In the current 
study, the SPIN had a Cronbach’s Alpha of .92. 
Procedure 
 Eligible undergraduate psychology students consented to participate and were directed to 
a web survey link hosted by Qualtrics, a secure online survey development tool.  Participants 
completed the measures and a demographics questionnaire, which was located at the end.  Not 
all the measures were included in each of the aggregated studies. Among one of the four studies, 
two distractor items (e.g., “please answer Always True for this item”) were incorporated within 
the measures to increase the likelihood that only valid responses from attentive participants 
would be included in analyses. People who answered incorrectly to distractor items were 
removed from analyses. Administration of the web surveys was approved by the UNC-CH 
Institutional Review Board.  
Data Analytic Strategy 
 To test our hypotheses regarding the relationships among OC symptom dimensions, 
obsessive beliefs, and AS domains, we began by computing correlations between the OBQ 
subscales and DOCS subscales, and between the ASI-3 subscales and DOCS subscales. Next, to 
test the relationship between general psychopathology and obsessive beliefs, we correlated the 
OBQ and the SPIN. Following, we conducted a series of regression analyses to measure the 
strength of the related associations and determine if specific obsessive beliefs and AS domains 
predicted OC symptoms above and beyond general distress. Separate stepwise regressions were 
computed with each DOCS subscale serving as the dependent variable. In the first step of each 
regression, the total DASS-21 scores were entered to control for general distress. In the second 
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step, the OBQ subscales were entered simultaneously to test which obsessive belief subscales 
account for unique variance in each OC symptom dimension. Finally, in the third step, the ASI-3 
subscales were simultaneously entered to determine if AS dimensions account for unique 
variance above and beyond the other predictors. To assess our hypotheses, we will evaluate the 
overall significance of the model, the significance of the individual predictors, and the amount of 
variance changed. 
 
Results 
Descriptive Statistics 
 Table 2 displays the group means and standard deviations for each of the study measures. 
All group means and standard deviations fell within ranges reported for other undergraduate 
samples (e.g., Abramowitz et al., 2010; OCCWG, 2005; Wheaton et al., 2012, Osman et al, 
2012: and Radomsky et al, 2006).  
Zero-order correlations  
 Table 3 presents the zero-order correlations between each of the DOCS subscales and the 
other study measures. As can be seen, all study measures were moderately and significantly 
correlated with all of the DOCS subscales (correlations ranging from .18 to .51). The SPIN and 
the OBQ total (r = .44, p < .001, n = 484) as well as the OBQ subscales were moderately and 
significantly correlated: OBQ-RT (r = .40, p < .001), OBQ-ICT (r = .29, p < .001), and OBQ-PC 
(r = .42, p < .001). Also, the OBQ and ASI-3 subscales are significantly and moderately 
correlated, but the magnitude of the association (.24 to .40) supports the distinctness of these 
constructs.  
Regression Analyses 
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Results from the regression analyses predicting each DOCS subscale will be presented in 
the current section. Only data from participants who completed all components of the DOCS, 
OBQ, DASS, and ASI-3 were included in the regression analyses (n = 512). Summary statistics 
for each variable during the final step (i.e. the third) of the regression models are located in table 
4.  
Contamination. In the first step of the regression analysis predicting DOCS 
contamination scores, DASS explained a significant amount of variance (R2 = .03, p <.001, Adj. 
R2 = .03). In step 2, the addition of the OBQ subscales significantly increased the variance 
accounted for by the model (R2 change = .08, p <.001). In the final step, the ASI-3 subscales 
accounted for significant additional variance (R2 change = .04, p <.001). The final model 
accounted for 16% of the variance in contamination symptoms and was statistically significant 
(R2 = .16, p <.001, Adj. R2 = .15). In the final model, OBQ-RT and ASI physical emerged as 
significant individual predictors.  
Responsibility for harm. In step 1, the DASS accounted for a significant amount of 
variance in DOCS responsibility for harm scores (R2 = .10, p <.001, Adj. R2 = .10). In step 2, the 
addition of OBQ subscales explained a significant increase in variance accounted for (R2 change 
= .18, p <.001). In the final step, the ASI-3 subscales accounted for significant additional 
variance (R2 change = .04, p <.001). The final model significantly accounted for 33% of the 
variance (R2 = .33, p <.001, Adj. R2 = .32).  In the final model, OBQ-RT, ASI social, and ASI 
physical concerns emerged as significant individual predictors.  
Unacceptable Thoughts. In step 1, the DASS scores accounted for a significant amount 
of variance in the DOCS unacceptable thought scores (R2 = .25, p <.001, Adj. R2 = .24). In step 
2, adding the OBQ subscales significantly increased the variance accounted for (R2 change = .07, 
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p <.001). In the final step, the ASI-3 subscales accounted for significant additional variance (R2 
change = .02, p =.001). The final model accounted for 34% of the variance in unacceptable 
thoughts symptoms and was statistically significant (R2 = .34, p <.001, Adj. R2 = .33). In the final 
model, the DASS total, OBQ- ICT, OBQ-RT, and ASI cognitive concerns emerged as significant 
individual predictors.  
Symmetry. In the first step of the regression analysis predicting DOCS symmetry scores, 
the DASS explained a significant amount of variance (R2 = .10, p <.001, Adj. R2 = .10). In step 2, 
the addition of the OBQ subscales significantly increased the variance accounted for by the 
model (R2 change = .10, p <.001). In the final step, the ASI-3 subscales accounted for significant 
additional variance (R2 change = .02, p =.004). The final model accounted for 22% of the 
variance in symmetry symptoms and was statistically significant (R2 = .22, p <.001, Adj. R2 = 
.21). In the final model, OBQ-PC and ASI cognitive concerns emerged as significant individual 
predictors.  
 
Discussion 
Utilizing the most current measures and conceptualizations of OC symptoms, the present 
study examined the relational patterns of OC symptom dimensions, obsessive beliefs, and AS 
domains. AS domains and obsessive beliefs have been scantily (and separately) studied in 
relation to OC symptom dimensions; however, this is the first study to examine AS domains and 
obsessive beliefs concurrently.  
Consistent with the cognitive-behavioral theory, one or more obsessive belief(s) were 
predictive of all four OC symptom dimensions after controlling for general distress. Similarly, 
one or more AS domain(s) were predictive of significant variance above and beyond obsessive 
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beliefs and general distress in all OC symptom dimensions. Therefore, specific obsessive beliefs 
and AS domains appear to be uniquely associated with OC symptomology. 
Supporting the congruence and the specificity criterion (Tolin et al., 2006), all the OC 
symptom dimensions were significantly associated with obsessive beliefs above and beyond 
general distress. When examining the relationship between obsessive beliefs and general 
psychopathology, a moderate correlation between social phobia symptoms and obsessive beliefs 
was observed. The magnitude of the correlation between obsessive beliefs and social phobia 
reveals a possible yet limited overlap between dysfunctional cognitions associated with OC 
symptoms and social phobia symptoms. This is consistent with previous literature, which 
suggests that social phobia and OCD are distinct phenomena (Antony, Coons, McCabe, 
Ashbaugh, & Swinson, 2006).  Therefore, specific obsessive beliefs may be related to different 
OC dimensions as an OC specific phenomenon. Nevertheless, it is important to acknowledge the 
moderate rate of comorbidity among psychological disorders and their common causal pathways 
(Mohammadi, Ghanizadeh, & Moini, 2007). 
Moreover, as anticipated, specific obsessive beliefs and AS domains were associated with 
individual OC symptom dimensions. While many studies examining the relationship between 
OC symptom dimensions and related dysfunctional beliefs (i.e. obsessive beliefs) have been 
inconsistent with conceptual models of OC symptoms (e.g. Julien et al, 2006), the present results 
are in sync with the current notions of OC symptoms. The current relationships may have been 
obscured in previous studies that used measures of individual OC symptoms (e.g. washing 
obsessions, ordering compulsions; e.g., the OCI-R) compared to the present study that focused 
on empirically supported OC symptom dimensions, which included both obsessions and 
compulsions (e.g. responsibility for harm).  
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As previously noted, the associations between AS domains, obsessive beliefs, and OC 
symptom dimensions were conceptually consistent. OC contamination symptoms were 
significantly associated with elevated responsibility and threat overestimation and the fear that 
anxious arousal indicates a medical problem. Heightened levels of threat may be related to 
higher levels of disgust propensity. Research suggests that people with OCD act disgusted in 
"non-disgusting contexts" (Whitton, Henry, & Grisham, 2015).  For people exhibiting more 
contamination symptoms, a heightened disgust reaction may explain a deeper fear of contracting 
an illness as seen in the elevated physical AS reporting (Rachman 2004). AS is closely related to 
health anxiety or anxiety as a result of misinterpreting bodily sensations (Fergus, 2014). 
Therefore, people with contamination symptoms may see the physical world as overly 
threatening and view bodily reactions as signs of sickness, which in turn trigger anticipatory 
anxiety. 
Similarly, as hypothesized, responsibility and harm OC symptoms were associated with 
beliefs related to responsibility and threat overestimation and physical anxiety sensitivity 
concerns. The association between AS physical and responsibility for harm is consistent with 
relationship between excessive health concerns and harm obsessions as well as checking 
behaviors (Abramowitz, Brigidi, & Foa, 1999). However, unexpectedly, responsibility for harm 
symptoms were associated with the fear that anxiety would result in social disapproval due to 
observable stress-related symptoms (e.g., profuse sweating) rather than result in cognitive 
dyscontrol. Perhaps, people who are particularly concerned about causing harm or making a 
mistake directly or indirectly (e.g. failing to prevent) also indorse heightened feelings of 
responsibility and threat overestimation. As a result, people who experience OC responsibility 
for harm symptoms are frequently checking or asking for reassurance. The observable checking 
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and reassurance-seeking behaviors may explain the unexpected association between AS social 
concerns and OC responsibility for harm symptoms.  The very nature of the OC symptoms may 
cause fear and avoidance of situations in which they might be observed. Further research, 
however, needs to explore this postulation more thoroughly. Also, inconsistent with Wheaton et 
al. (2012), cognitive AS concerns were not associated with responsibility for harm OC 
symptoms, which was previously rationalized by the fear of bodily dyscontrol and consequently 
of hurting someone.  Nevertheless, AS cognitive concerns were not associated with 
responsibility for harm OC symptoms in the current study, which may be due to how the 
symptoms display. Unlike unacceptable thoughts symptoms, responsibility for harm symptoms 
include more continuous doubting of oneself and one's mistakes and less of an emphasis on 
potential cognitive breakdown ("what if I just lose it").  
 The OC unacceptable thoughts dimension was associated with beliefs about the 
importance and the need to control thoughts and fears related to cognitive dyscontrol during 
anxious arousal. Both results are consistent with previous literature and with our hypotheses (e.g. 
Wheaton et al. 2010, 2012). Unlike the other symptom dimensions, there was a significant 
relationship between unacceptable thoughts and general distress. People who experience 
unacceptable thoughts symptoms are usually the most clinically severe (Brakoulias et al., 2013) 
as mirrored in the student sample. The results also indicated an unexpected relationship between 
unacceptable thoughts and beliefs regarding responsibility and threat overestimation. Research 
suggests that people with intrusive thoughts may develop inflated responsibility beliefs as they 
demonize their immoral thoughts (Altin & Gençöz, 2011). Inflated responsibility has been found 
to mediate the relationship between OC symptoms and morality thought-action-fusion (i.e. fear 
that immoral thoughts are equal to actions; Altin & Gençöz, 2011).  
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Whereas concerns of social disproval were associated with the responsibility for harm 
OC symptom dimension, they were not associated with the unacceptable thoughts dimension. 
This latter finding was inconsistent with Wheaton et al. (2012), as well as with our own 
hypotheses. Unlike responsibility for harm OC symptoms, which involve more overt rituals (e.g., 
checking, reassurance-seeking), taboo/unacceptable thoughts are typically associated with covert 
mental rituals (e.g., Abramowitz et al., 2010). Therefore, people who score high on OC 
unacceptable thoughts may be less concerned about social disapproval as a result of anxious 
arousal because the compulsions are more covert (e.g. mental ritual).  
As theorized, symmetry was significantly related with perfectionistic beliefs and fears of 
cognitive dyscontrol. However, symmetry was not associated with AS physical concerns as 
observed in Wheaton et al. (2012). Previous literature has found a coherent relationship between 
perfectionism and obsessions and compulsions related to symmetry (e.g. Radomsky & Rachman, 
2004). Such an association might derive from the "not just right" experience or feelings of 
"incompleteness," which have also been connected to symmetry symptoms (Coles et al., 2003; 
Summers et al., 2014). Furthermore, the described cognitive discomfort may provide an 
understanding for the elevated levels of cognitive AS concerns among people with symmetry 
symptoms. The cognitive AS concerns may be attributed to the broad-based cognitions 
experienced by people with symmetry symptoms, which often involve compulsions to remain in 
a subjective state of "control" (Radomsky & Rachman, 2004).  Therefore, a desire for an 
unattainable sense of cognitive stability and perfection may increase anticipatory fears of 
cognitive dyscontrol. 
As mentioned above, AS physical concerns was not associated with OC symmetry 
symptoms. Instead, concerns about physical consequences of anxiety may potentially be 
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characteristic of a similar disorder, such as body dysmorphic disorder (BDD), which is 
characterized with more appearance-related symmetry. Although there is a consistent overlap 
between BDD and OCD, research suggests different underlying mechanisms of OC and BDD 
symmetry symptoms (Hart & Phillips, 2013). 
In sum, our research provides preliminary evidence for a refined cognitive-behavioral 
model, which is segmented to accommodate for the unique cognitive and affective processes of 
OC symptom dimensions. Furthermore, with such a model, different OC symptom dimensions 
may need to be understood and treated differently. Therefore, a more targeted treatment program 
may be developed with attention to the relationships between specific dysfunctional beliefs (i.e., 
obsessive beliefs and anxiety sensitivity domains) and OC symptom dimensions. 
Psychoeducation and cognitive restructuring may be applied skillfully. The "normalcy" of 
thoughts and of anxious arousal can be broadly taught and tailored for the specific OC 
symptoms, beliefs, and anxiety sensitivity concerns. Anxiety sensitivity concerns also reveals the 
importance of timing in exposures, for people may experience anxiety prior to the actual 
exposure. The patient may anticipate negative consequences of the exposure, which may need to 
be addressed. Furthermore, interoceptive exposure therapy can be helpful to simulate the feared 
arousal and to extinguish the fear associated with bodily arousal (Abramowitz & Braddock, 
2008). Interoceptive exposure can also be personalized for a person's OC symptoms, such as 
providing caffeine to someone with unacceptable thoughts to increase the likelihood "racing 
thoughts."  
The present findings must be considered within their limitations. The symptom 
dimensions included a range of predicted variance. Although the models accounted for a 
significant amount of variability in the OC symptoms, there is still a large portion of unexplained 
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variance that should encourage further research. Other cognitive vulnerabilities, such as disgust 
propensity, disgust sensitivity, and intolerance of uncertainty, should be studied in conjunction 
with anxiety sensitivity domains and obsessive beliefs (Calkins et al., 2013; Sarawgi, Oglesby, & 
Cougle, 2013). Also, one must be cautious when interpreting the findings of a large sample, 
which can overstate the relationship between variables. Therefore, results must be understood 
and considered with the magnitude of the additional variability.  
Moreover, the study was cross-sectional and correlational, so causality and direction 
cannot be fully determined. Furthermore, I included self-report measures, which could conflate 
the experiences of these phenomena. Potential in vivo studies might diversify our understanding 
of the examined relationships and provide insight into any unanticipated variables. Additionally, 
we gathered data from a student sample, and future studies should explore the relationship 
between AS domains, obsessive beliefs, and OC symptoms in clinical samples of individuals 
with OCD and other anxiety-related disorders. Research should further assess the specificity of 
obsessive beliefs in OCD populations, which has been contested in the literature (Viar et al., 
2011). Therefore, future studies should expand on this preliminary research and continue to 
examine the concurrent, multidimensional relationships among OC symptom dimensions and 
dysfunctional beliefs and anxieties, such as anxiety sensitivity, in a clinical sample.  
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Table 1 
  
 Hypothesized Associations for Obsessive Compulsive Symptom Dimensions with 
Obsessive Belief Domains and Anxiety Sensitivity Domains 
 
Obsessive-compulsive 
symptom dimensionsa 
Obsessive beliefsb Anxiety sensitivityc 
Contamination Responsibility and threat 
overestimation 
 
Physical 
Responsibility for harm Responsibility and threat 
overestimation 
Cognitive 
Physical 
   
Unacceptable thoughts Importance/control of thoughts Social 
Cognitive 
Symmetry Perfectionism/certainty Cognitive 
Physical 
 
 
 
 
 
 
  
Note.  
a Dimensional Obsessive-Compulsive Scale (Abramowitz et al., 2010) 
 
b Obsessive Beliefs Questionnaire (Obsessive Compulsive Cognitions Working 
Group [OCCWG], 2005) 
 
c Anxiety Sensitivity Index-3 (Taylor et al., 2007) 
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Table 2 
Means and standard deviations of study measures 
Measure M SD Range 
DASS total 13.13 9.49 0-52 
OBQ-RT 55.16 15.18 16-105 
OBQ-ICT 31.14 11.79 12-70 
OBQ-PC 60.26 17.11 16-110 
ASI-3 social 8.83 5.14 0-24 
ASI-3 cognitive 3.13 4.14 0-23 
ASI-3 physical 4.05 4.04 0-23 
DOCS contamination 2.89 2.76 0-15 
DOCS responsibility for harm 3.15 2.89 0-15 
DOCS unacceptable thoughts 3.49 3.32 0-14 
DOCS symmetry 2.83 3.20 0-17 
SPIN               17.60 12.32 0-65 
 
 
 
 
 
Note. DASS = Depression Anxiety Stress Scale; OBQ = Obsessive Beliefs Questionnaire; RT 
= Responsibility/threat overestimation subscale; ICT = Importance/control of thoughts 
subscale; PC = Perfectionism/certainty subscale; ASI-3 = Anxiety Sensitivity Index-3; Social 
= Social concerns subscale; Cognitive = Cognitive concerns subscale; Physical = Physical 
concerns subscale; DOCS = Dimensional Obsessive-Compulsive Scale; SPIN = Social Phobia 
Inventory 
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Table 3 
Zero-order correlations between Dimensional Obsessive-Compulsive Scale (DOCS) subscales 
and other study measures  
 
                         Measure     DOCS Subscales 
 Contamination Responsibility for 
harm 
Unacceptable 
thoughts 
Symmetry 
DASS totala .18 .32 .50 .31 
OBQ-RT .31 .51 .36 .34 
OBQ-ICT .25 .32 .40 .28 
OBQ-PC .27 .37 .30 .42 
ASI-3 social .20 .36 .27 .23 
ASI-3 cognitive .30 .37 .44 .35 
ASI-3 physical .29 .36 .29 .21 
 
 
 
 
 
 
  
 
Note. n = 699; a n = 512 
All correlations were significant, p <.001   
DASS total = Depression Anxiety Stress Scale total scores; OBQ = Obsessive Beliefs Questionnaire; RT 
= Responsibility/threat overestimation subscale; ICT = Importance/control of thoughts subscale; PC = 
Perfectionism/certainty subscale; ASI-3 = Anxiety Sensitivity Index-3; Social = Social concerns 
subscale; Cognitive = Cognitive concerns subscale; Physical = Physical concerns subscale  
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Table 4 
 DOCS Dimensions and Predictor Variables 
 
Variable R2 Beta t p 
Predicting DOCS contamination 
Final model .16        <.001 
DASS  -.01 -.72 n.s 
OBQ-RT  .03 3.19 =.001 
OBQ-ICT  .01 .82 n.s 
OBQ-PC  .01 1.03 n.s 
ASI-3 social  -.04 -1.37 n.s 
ASI-3 cognitive  .06 1.72 n.s. 
ASI-3 physical  .13 3.55 <.001 
Predicting DOCS responsibility for harm 
Final model .33   <.001 
DASS  .01 .84 n.s. 
OBQ-RT  .07 7.02 <.001 
OBQ-ICT  .01 1.09 n.s. 
OBQ-PC  -.01 -.65 n.s. 
ASI-3 social  .06 2.14 <.05 
ASI-3 cognitive  .06 1.74 n.s. 
ASI-3 physical  .09 2.34 <.05 
Predicting DOCS unacceptable thoughts 
Final model .34   < .001 
DASS  .12 7.17 <.001 
OBQ-RT  .03 2.61 <.01 
OBQ-ICT  .06 4.12 < .001 
OBQ-PC  -.02 -1.61 n.s. 
ASI-3 social  <-.001 -.11 n.s. 
ASI-3 cognitive  .16 3.82 < .001 
ASI-3 physical  -.02 -.35 n.s. 
Predicting DOCS symmetry 
Final model .22   < .001 
DASS  .03 1.53 n.s.  
OBQ-RT  .01 .57 n.s. 
OBQ-ICT  -.001 -.10 n.s. 
OBQ-PC  .06 5.31 < .001 
ASI-3 social  .01 .39 n.s. 
ASI-3 cognitive  .14 3.34 = .001 
ASI-3 physical  -.02 -.52 n.s. 
 
 
 
 
 
Note. n = 512 
 
n.s. = not significant 
 
DASS = Depression Anxiety Stress Scale; OBQ = Obsessive Beliefs Questionnaire; RT = 
Responsibility/threat overestimation subscale; ICT = Importance/control of thoughts 
subscale; PC = Perfectionism/certainty subscale; ASI-3 = Anxiety Sensitivity Index-3; 
Social = Social concerns subscale; Cognitive = Cognitive concerns subscale; Physical = 
Physical concerns subscale; DOCS = Dimensional Obsessive-Compulsive Scale 
 
